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Medical Malpractice Suits 


The Arizona Experiment 


An interesting development has taken place in Tucson, Arizona, aimed at 
eliminating unjustified medical malpractice suits. This has been made 
possible by co-operation between medical and legal practitioners. 

A special medico-legal review panel was set up to discuss threatened 
malpractice suits and to vote on whether they should go to trial. 

The review panel consists of 8 members of the Arizona Medical Society 
(Pima County) and 8 members of the Bar Association in that area. Attorneys 
know that they can present possible malpractice cases to the panel before 
starting suit. 

Both parties to the dispute (together with any expert witnesses who may 
testify should the matter go to trial) are present when the panel reviews the 
case. 

Following full discussion, and after witnesses, the patient and the medical 
practitioner have been questioned, the panel votes in secret on two 
questions : 

1. Is there substantial evidence of negligence? 

2. Has harm been done? 

If the panel's answer is affirmative, the attorney is free to take his case to 
court. 

Legal practitioners apparently approve of this system of panel review. 
One of the reasons derives from the fact that most attorneys take malpractice 
cases On a contingency basis. By submitting the case to the panel they are 
able to get information, including expert medicat testimony, which would 
otherwise not have been available to them before going to Court. 


The patient also gains a better understanding of the medical problems at 
issue. 
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The panel will not attempt to determine an issue of fact such as a disputed 
statement, but the panel is prepared to recommend that the attorney should 
file his complaint. 

In any event, attorneys are not bound by the panel's vote, nor are they 
compelled to submit a case to the panel. Co-operation between the medical 
and legal parties is completely voluntary and has proved very successful in 
practice so far. In the last 3 years the panel has considered 12 cases, none 
of which was filed. 

This is an interesting development which may have advantages over the 
Medical Expert Testimony Project of the New York Bar, the limitations of 
which we discuss editorially in this Journal in Vol. 3, No. 2, 1956, at p. 45. 

The important difference between the Tucson and the New York experi- 
ments is that the latter functions at the call of the Court and may usurp the 
functions of the Court in deciding controversial medical issues. 

We also pointed out the danger that panel members in the New York 
scheme may acquire, not through their own seeking, a myth of infallibility 
and that that potent organ for detecting the truth, viz. cross-examination, 
may well be endangered (if not emasculated). Medical issues may then 
drift into a pattern of ‘Trial By Harley Street’, a possibility which will 
evoke very little enthusiasm in legal circles. 

The Tucson experiment may have overcome these risks. It is certainly a 
scheme which deserves very careful consideration, particularly as it may 
prevent unwarranted and damaging publicity for a medical practitioner who 
is not in any way at fault. 
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Causes of Death in the Peri-Natal Period* 


S. S. Grove, F.R.CS. (Eng.) 


Registrar in Pathology, Natal Provincial Administration, Medical School, 
Durban 


The causes of death in still-born babies and those dying in the neonatai 
period are perhaps not of very great forensic importance, but quite often 
unexpected deaths occur in this group where an adequate knowledge ot 
neonatal pathology is essential. Several factors, both maternal and foetal, 
may cause or contribute to death in the peri-natal period. Signs, symptoms 
and an adequate history, although extremely useful, will not necessarily 
correctly point to the right cause of death. It is well known that intra- 
cranial and pulmonary lesions are notoriously difficult to distinguish from 
one another in neonatal infants during life. 

The weight at birth plays an important rdle in the causes of death in 
that premature infants differ in certain respects from full-term infants. 
Macerated foetuses were excluded from this series, but it would be pertinent 
to mention that generally speaking these particular deaths im utero are very 
probably due to placental insufficiency. Bound ez al.> weighed the placentas 
in a series of cases and found, in the cases which they described as ‘ ante- 
partum deaths due to placental insufficiency, that the average weight of the 
placenta was 502 g., whereas in babies succumbing from birth injury the 
average weight of the placenta was 674 g. 

The hazards of the full-term infant are those of malpresentation and 
disproportion with anoxia as a sequel. The anoxia arises from either a 
prolonged labour or the dangers attendant upon manoeuvres carried out by 
the obstetrician. Early rupture of the membranes with a falling off ot 
uterine contractions may produce anoxia. Post-mature infants need more 
oxygen and, with the reduction of oxygen saturation of placental blood 
after the 40th week of gestation, anoxia may result especially as the foetus 
now possesses a more fully developed and sensitive respiratory centre. 

The infant weighing less than 2,500 g. has special difficulties to cope 
with because of immaturity. Its respiratory centre is only partially organ- 
ized, besides the fact that the alveoli of the lungs and the delicate blood 
vessel arrangements in the alveolar walls are still premature and not capable 
of full normal function.'!!2, To overcome the so-called ‘cohesion of alveolar 
walls’ a considerable amount of effort of breathing is required and the 


* A paper read at the First South African Medico-Legal Congress, Johannesburg, 1958. 
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feeble premature infant lags well behind in the time required for lung 
expansion as compared with the full-term child. 

When breathing is established other factors may take the field and cause 
the death of the infant. These are, in the main, briefly: hyaline membrane 
disease with resorption atelectasis; intracranial haemorrhage; pneumonia; 
intrapulmonary haemorrhage; congenital lesions and haemorrhagic disease 
of the newborn. 

Four hundred and forty-five cases of babies dying in the neonatal period 
_and still-births are presented here. All the babies had full post-mortem 
and histological examinations carried out on them and all were of the 
Bantu race. The Department of Obstetrics and Gynaecology of the King 
Edward VIII Hospital, Durban, gave every assistance required to carry out 
this study. Except for the still-birth group, premature and full-term infants 
were considered separately. Altogether, of the 445 cases 259 were pre- 
mature babies. In the latter large group the birth weights varied from 500 
to 2,500 g. 


Still-births 


In this small series of 61 still-births (Table 1) both premature and full-term 
infants are considered together. The most obvious features in this group 
were: 

1. The relatively high percentage of deaths in which the post-mortem and _histo- 
logical findings were consistent with anoxia with marked pulmonary atelectasis and 
excessive amounts of inhaled material in the lungs. 

2. The large number of deaths due to intracranial haemorrhage. About two 
thirds of this latter group also showed atelectasis with excessive amounts of inhaled 
meconium debris in the pulmonary tree as well as ecchymosis on the serous mem- 
branes. 


Table 1: 61 Stilbirths 


Full Term: 42 
Premature: 19 


Total 61 100-0°% 


In deaths believed to be due to ante-partum anoxia there is atelectasis 
and excessive amounts of liquor amnii debris are found in the bronchi and 
alveoli (in the live-born infant this debris presumably acts as a mechanical 
obstruction to the free diffusion of gases across the alveolar membrane). 
The aetiology of this type of anoxia is considered to be premature separa- 
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tion of the placenta, infarction of the placenta and ante-partum haemo- 
rrhage. 

In intra-partum anoxia the placenta is normal in size and appearance. 
The aetiology of intra-partum anoxia is considered to be prolonged labour 
for various reasons, birth complications and post-maturity of the foetuses. 
An adequate supply of oxygen to the foetus is interfered with and anoxia 
ensues.4 

The question of intracranial haemorrhage is not entirely as simple as it 
may appear in the mortuary. A considerable number of intra-uterine deaths 
in which intracranial haemorrhage was considered the cause of death showed 
inhalation of excessive amounts of liquor amnii into the lungs. The rupture 
of engorged cerebral vessels in which the endothelial linings are probably 
affected by anoxic changes becomes a feasible explanation in at least some 
of the cases showing bleeding inside the skull. One therefore experiences 
difficulty in deciding in some instances whether intracranial haemorrhage 
is primary or indeed secondary to anoxia. 

The dura mater itself is a relatively avascular structure and tears of the 
tentorium cerebelli or falx cerebri must therefore of necessity involve some 
of the venous sinuses related to them before any noteworthy intracranial 
haemorrhage will result. Vessels commonly involved in dural lacerations 
are the great vein of Galen and the veins belonging to it and the so-called 
‘bridging veins’ associated with subdural bleeding. A possibility which is 
not to be forgotten is that of rupture of engorged cerebral veins during 
delivery of an already dead foetus. This may simulate intracranial haemo- 
rrhage before death. It has been demonstrated that during labour occipito- 
frontal compression of the foetal head takes place and that the tentorium 
is braced and lifted. Tentorial tears are common in the higher weight 
groups of infants, i.e. over 4,500 g. In a few cases of intracranial haemo- 
rrhage evidence of haemorrhage was found elsewhere in the body and the 
difficult question of haemorrhagic disease of the newborn arises. 

Intraventricular cerebral haemorrhage was not found in the still-born 
group of cases, but no doubt because the percentage of still-born premature 
infants was small. Intraventricular haemorrhage will be discussed in the 
equel. Hyaline membrane disease, also to be mentioned later, was not 
found ‘in these 61 still-born infants. It is known not to occur in still-born 
babies. Massive subcapsular liver haemorrhage was a feature in 2 of the 
cases and birth trauma and/or haemorrhagic tendencies in these must be 
considered possible aetiological factors, as in one of these extensive haemo- 
rrhage was observed elsewhere in the body.? 


Full-Term Neonatal Deaths 


The deaths investigated in this group numbered 144 (Table 2).  Intra- 
cranial haemorrhage was considered a cause of death in 42 of these cases, 
and was evident either as supra- or subtentorial bleeding or both.  Intra- 
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ventricular bleeding occurred in one case and is not a usual place for bleed- 
ing in full-term infants. Tears of the tentorium and the falx were fre- 
quently found in this group, but not invariably, and the blood was more 
often fluid with a few small clots present. In a small group of cases thick 
blood clot lined the inside of the skull. In 19 of the 42 deaths with 
intracranial haemorrhage, haemorrhage was found elsewhere in the body. 
Anoxia probably plays a part in the incidence and severity of intracranial 
haemorrhage in full-term neonatal deaths. 


Table 2: 144 Full-Term Neonatal Deaths 


Intracranial Haemorrhage .. Ae 42 29-2% 
Atelectasis, Inhaled Material 4 4 21°5%, 
Intraventricular Cerebral Haemorrhage 1 0:7%, 
Pulmonary Hyaline Membrane 1 0-7% 


Total 144 100-0%, 


Marked atelectasis and the presence of excessive quantities of liquor 
debris in bronchi and alveoli appear to play a leading rdle in the mortality 
of these infants, and may be regarded as an indication of probable anoxia 
at the time of death. Atelectasis with the presence of a lesser degree of 
inhaled material was present in about 20 of the cases. In regarding this 
last group as probable anoxic deaths, we think it fair to assume that the 
anoxia in utero produced such irreversible cerebral changes with damage 
to vital centres that it was impossible for these children to survive for long. 
A clinical history is of great importance in this group. 

Pneumonia accounted for 11 deaths of the 144 full-term live-born infants. 
The causes of lung inflammatory changes in these infants are considered to 
be due to maternal infection, premature rupture of the membranes and 


‘foetal distress.4 The question arises here of treatment of these infants with 


antibiotics when pneumonia can reasonably be expected to develop.'4 Anoxia 
damages the lung parenchyma and, with inhalation of foreign material and 
fluid, the way is paved for infection.’ 

Intrapulmonary haemorrhage is a frequent finding in the lungs of infants 
dying in the peri-natal period. In 11 cases in this full-term group it was 
considered massive enough to have caused death. In 2 of the 11 cases 
evidence was found of haemorrhage elsewhere in the body. The lung 
parenchyma, being delicate in its structure and apparently easily damaged 
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by anoxia, suffers frequently, as is quite clear from the observation that 
some degree of intra-alveolar haemorrhage is present in the lungs of most 
infants dying from intracranial damage, pulmonary syndromes and haemo- 
rrhagic disorders. 

No less than 9 cases of massive liver haemorrhage occurred in this group 
—all of these coming from the subcapsular area of the liver. Marked 
pulmonary oedema was present in 3 infants. Intraperitoneal haemorrhage 
sufficient to cause death was seen in a further 3 infants. Uncontrollable 
bleeding from around the umbilical cord attachment area occurred in 3 
cases. Hyaline membrane disease of the lungs was seen in only one case 
and this is in keeping with other views that it is a disease of neonatal pre- 
mature infants. Meningitis was present in one case. 


Table 3: Congenital and Miscellaneous Diseases 


Meconium Peritonitis 
Ompbhalitis and Peritonitis .. 
Interstitial Emphysema 
Myocarditis .. 
Diaphragmatic Herni 
Polycystic Kidneys 
Myelomeningocoele .. 
Bilateral Hydronephrosis 
Pemphigus Neonatorum 
Acute Pancreatitis 


Total 


Under miscellaneous and congenital conditions (Table 3) are included 
one case of syphilis, 2 cases with congenital heart disease, one case of 
fibrocystic disease of the pancreas with meconium ileus, one case of myelo- 
meningocoele, one case with severe pulmonary interstitial emphysema (Fig. 
1) and one case of polycystic disease of the lung. 


Premature Neonatal Deaths 


This was the largest group in this series of peri-natal deaths, comprising 
240 cases in all (Table 4). No less than 73 cases showed post-mortem and 
histological findings consistent with a pulmonary anoxia syndrome. Poor 
alveolar differentiation of the lungs and probable immaturity of vital centres, 
anoxia and the inhalation of large amounts of meconium debris all contri- 
bute to an anoxic type of death in these infants. 

Of the 71 deaths due to intracranial haemorrhage, over 50% was due 
to intraventricular cerebral bleeding. Intraventricular cerebral haemorrhage 
in premature infants is a well-known cause of death, and the source of 
bleeding almost without exception is the subependymal vessels of the 
ventricular system. These vessels are very prone to rupture because ot 
the fact that their walls are immature and poorly supported by fibres and 
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undifferentiated ependymal tissues.6 Anoxia with engorgement of veins 
is most likely to be a leading factor in the production of intraventricular 


Fig. 1. Interstitial emphysema of the lung. Notice separation of pleura from 
lung parenchyma. 


haemorrhage. Complete excavation by blood of the cerebral hemispheres 
is not infrequently seen in these cases. Dural tears in premature infants + 
showing haemorrhage inside the skull are rare. 


‘Table 4: 240 Neonatal Premature Deaths 


Intraventricular Cerebral Haemorrhage .. 15-8%, 
Pulmonary Hyaline Membrane .. 20 4-2% 
Total 240  100-0%, 
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Fig. 2. A small bronchus of a still-born infant filled with excessive 
liquor amnii debris. 


— 


0% Fig. 3. High-power view of alveoli containing large numbers of 
amniotic squames and other debris. 
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Over 12% of infants in this group died of pneumonia.' The causes are 
not far to seek when one takes into account the time taken for full expan- 
sion of the lungs, coupled with the common association of large amounts of 
inhaled material in the lungs of premature infants (Figs. 2 and 3) dying of 
pneumonia. Damage to alveolar epithelium by anoxia undoubtedly occurs. 

Massive intrapulmonary haemorrhage leading to death was present in 
10% of premature neonatal deaths. 

Ten of the 240 infants (over 4%) showed extensive pulmonary hyaline 
membrane disease (Fig. 4), and in these this was considered as a cause of 
death.'® Hyaline membranes were seen in the lungs of another 19 cases, but 
the cause of death was not thought to be due to this condition.!° Hyaline 
membranes occur in premature infants-living a few minutes or longer and 
the aetiology of the condition is not entirely clear. Evidence that these 


Fig. 4. High-power view of hyaline membrances lining alveoli. 


hyaline membranes are formed from the inhaled vernix caseosa and other 
inhaled material is not convincing. The theory which has a considerable 
body of evidence to support it suggests that when oxygen is administered 
to a premature infant, the high oxygen tension in the alveolar air acts as 
an irritant on alveolar walls already damaged by anoxia.’ Experimentally 
and clinically this theory has, on the whole, been substantiated. Oxygen 
administration at high tension to premature babies can therefore act as a 
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double-edged sword. Caesarean section babies show a significant number 
of deaths due to pulmonary membrane disease.2:! 

Massive haemorrhage from subcapsular liver haematoma was present in 
4 cases. Suppurative meningitis occurred in 3, pulmonary oedema in 2 
and cord haemorrahge in 2 cases. One case of massive bilateral adrenal 
haemorrhage occurred. As no routine Rh typing is carried out, the number 
of cases dying of erythroblastosis foetalis is difficult to assess. The post- 
mortem and histological findings, although sometimes suggestive, are not 
diagnostic in themselves. Syphilis was the probable immediate cause of 
death in only one case in the whole series although not uncommonly the 
presence of congenital syphiiis was suspected from post-mortem and histo- 
logical findings. 


Summary 


Of 445 peri-natal deaths in the series, haemorrhage was considered to be 
the cause of death in 45%; 70% of the total number of deaths due to 
haemorrhage was intracranial. These figures indicate a high incidence of 
haemorrhage as a cause of death in Bantu infants. 

Thirty-three per cent of the total number of deaths was attributed to 
anoxia. Atelectasis with a lesser (as opposed to an excessive) degree of 
inhaled amniotic debris in the lung is listed under anoxic deaths. This we 
consider reasonable in the absence of other possible causes of death and, 
because clinical evidence, in at least some of the cases, supported anoxia 
as a cause of death. There can be little doubt that the rdle of anoxia is 
very probably considerably greater than these findings would indicate, as 
changes consistent with anoxia were found in a large proportion of the 
cases of intracranial haemorrhage, pneumonia and hyaline membrane 
disease. Anaesthesia as an aetiological factor in the production of foetal 
anoxia can at best play a very small rdle, for most of these Bantu women 
were delivered without the aid of anaesthetics. 

The incidence of hyaline membrane disease in premature infants is 
rather lower than that reported by other observers.’”:'!> This may be due to 
the fact that, where hyaline membranes were not extensive in the lungs, 
the cause of death was attributed to some other condition. 

The high incidence of cerebral and intracranial haemorrhages in Bantu 
infants will need further study. Disproportion (which is more common 
in the Bantu than in Europeans) may be partly responsible. 

It was for many reasons not possible to make this study of peri-natal 
deaths as comprehensive as was desired and the limited value of the findings 
and conclusions is recognized to the fullest extent. The importance for 
clinicians and pathologists to co-operate to solve the many problems of 
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peri-natal deaths has been stressed on numerous occasions and it is also our 
firm belief that an eventual satisfactory solution can only be found along 
these lines. 

Thanks are due to Dr. S. Disler, Medical Superintendent, King Edward VIII Hos- 


pital, Durban, for permission to submit this paper for publication, and to Prof. | 
Gordon for his kind advice and help on many occasions during its preparation. 
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Pathological Firesetting 


John M. Macdonald, M.D.* 
Denver 


“And Time, a maniac scattering dust, 
And Life, a Fury slinging flame.’ 
Alfred, Lord Tennyson. 


Arson or the act of wilfully and maliciously setting fire to another man’s 
property; or to one’s own, when insured, with intent to defraud the 
insurers, is an unusual if not uncommon form of crime. The firesetter 
poses a serious and puzzling problem to society. One incendiarist may 
cause many thousands of dollars damage and may even cause loss of life, 
whether or not this was intended. Yet the motives of financial gain or 
personal revenge may be lacking. Clearly fire has a special psychological 
significance for certain individuals. 

The Israelites associated fire with deity and recognized fire as a puri- 
fying agent. In the New Testament as well as in the Old Testament 
fire was associated with punishment. Fire is an intrinsic part of our folk- 
lore of magic and mysticism; symbolically it stands for passions of love 
and hate and appeals to the desire for power, destruction and recreation. 
Almost all legends regard fire as a gift of the Gods, or as stolen from 
them.'4 Many primitive tribes have purification through fire ceremonies 
which counteract the evil influences of enemies or departed persons. Some 
tribes believe that angry gods may be placated by the burning of live 
sacrificial victims. 

According to a Greek myth Prometheus stole fire from Olympus and 
taught men the use of it, for which Zeus swearing revenge, had Prometheus 
chained naked to a pillar in the Caucasian mountains, where a greedy 
vulture tore at his liver all day, year in year out; and there was no 
end to the pain, because every night his liver grew whole again.> Jung 
cites legends and tribal ceremonials which show a clear sexual symbolism 
in the generation of fire. The relationship between fire and sex is further 
illustrated by such expressions as ‘burning desire’ and ‘flames of passion.’ 

Pathological firesetting has been the subject of many studies by European 
psychiatrists, specially during the latter part of the 19th century. It has 
received curiously little attention from English and American writers. 


* Assistant Professor of Psychiatry, University of Colorado School of Medicine; 
Assistant Medical Director, Colorado Psychopathic Hospital, Denver. 
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Intensive psychopathological studies of individual cases are rare but there 
have been a number of comprehensive descriptive statistical reviews. 
Stekel’s analysis of a pyromaniac in Volume 2 of his Peculiarities of 
Behavior and Lewis and Yarnell’s encylopedic review Pathological Fire- 


setting are perhaps the oustanding representatives of these two approaches 
to the problem. 


Pathological firesetting is sometimes referred to as pyromania. There 
is, however, no general agreement about the definition of this term. Some 
writers use the word pyromania whenever the firesetting arises out of 
psychological conflicts, whereas other writers restrict its use to firesetting 
without conscious motivation. The dichotomy between conscious and 
unconscious motivation may be of spurious significance for, as Waldrop 
has observed, in many instances where there would seem to be obvious 
motivation, the overt behavior and explanation are merely the rationaliza- 
tion of a concealed pathological motive which furnishes the most com- 
pelling force behind the firesetting. In order to avoid confusion the 
description pyromania will be used in this article to describe only those 
firesetters who suffer from that form of impulse neurosis (neurotic character 
or psychopathic personality) associated with morbid repetitive impulses to 
set fires. 


Incidence and Psychopathology 


In their review of 1,145 cases, Lewis and Yarnell found that the highest 
rate of incidence occurred at the age of 17 years, with minor peaks in 
the incidence curve around the ages of 26, 40, 49 and 60 years. The 
age group containing the greatest number of pathological firesetters is 
between 15 and 20 years. European studies in the 19th century showed 
that firesetting was primarily the crime of the female adolescent. To-day, 
arson is rarely committed by women. Firesetting, like suicide, may occur 
in waves. Frequently the offense is committed in a state of drunkenness; 
thus 47% of Beer's 800 cases were under the influence of alcohol at the 
time of the firesetting. 


Lewis and Yarnell also noted that the incidence of mental deficiency 


in firesetters is higher than in the general population, as is shown in 
their figures : 


Borderline to dull normal intelligence ... ... ... ... 22% 
Dull normal to low average intelligence ... ... ... ... 13% 
Average to superior intelligence ... ... 17% 


Despite the general agreement that many firesetters are mentally defec- 
tive, it should be noted that a defective arsonist is more likely to be detected 
than his more intelligent colleague and the figures may, therefore, not be a 
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reliable guide. Furthermore, mental defectives may falsely confess to acts 
of arson. 

One half of Lewis and Yarnell’s cases had been in trouble with the 
authorities for one or more types of antisocial activity ranging from 
petty stealing to manslaughter. Those under 25 years of age indulged 
chiefly in crimes against property (stealing, robbery, mutilating property) 
associated with impulsive behavior such as running away, truancy and 
sexual misadventures. With advancing years, crimes against the person— 
disorderdly conduct, drunkenness and vagrancy—take precedence. As would 
be expected from a group showing predominantly inferior intelligence, 
such crimes as forgery and swindling are infrequently met with. Twenty- 
five to thirty per cent. of their cases had been committed to some type 
of institution before the arrest for arson. 

Lewis and Yarnell found in a review of their cases that 26 incendiary 
fires were known to have caused loss of life, and in many other fires 
people lost their lives in the same neighborhood where and at the same 
time that some of the incendiaries were at work, but definite proof that 
they were responsible was never established. Of great interest is the fact 
that 10 of their men had accidentally caused loss of life, as through a 
car accident years before committing the arson, and another 5 had been 
guilty of manslaughter. Six men committed murder after the arson arrest.® 

Many and varied have been the theories advanced to account for the 
act of incendiarism. The firesetters themselves give a wide range of 
explanations and the expressed motivations include revenge, jealousy, 
excitement, relief of tension, the wish to defraud insurance companies 
and attempts to hide evidence of theft, homicide or other crime. Atten- 
tion seeking and the wish to play the role of hero are apparent in some 
cases; certainly spectacular results can often be obtained with little effort. 
It should be remembered that these explanations given by firesetters may 
be secondary rationalizations and that the firesetters may be unaware of 
their true motivations. Often no motive is given, as the incendiary is 
at a loss to account for his crime. 

At times, volunteer firemen set fires to enable them to pose as heroes 
in extinguishing them, to give them a chance to operate the new piece 
of up-to-date equipment that has recently been furnished them. Sometimes 
the members of one company may set fires in the territory of another 
company so that they may demonstrate their alertness and their interest 
in safeguarding the property of the town by being first on the ground.’ 
Lewis and Yarnell report 51 cases of volunteer. firemen who set fires 
alone and 40 instances where groups of men belonging to a volunteer 
fire department were arrested for deliberately setting fires. Stekel once 
observed that the desire to be a fireman is sublimated pyromania. A closely 
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allied group are ‘ buffs’ or persons who spend much of their spare time 
at firestations, collect pictures of fire engines and also pieces of firefighting 
equipment. They may set fires or confine themselves to calling out the 
firemen with false alarms. 

According to Lewis and Yarnell: 


“Women do not seem to make fires for the purpose of setting the firemen in 
action. The few instances noted, where an interest in calling out the firemen was 
expressed, seemed, with rare exceptions, to involve women who were “in love” 
with a certain fireman and set a fire in their own home so that the beloved fireman 
would have to come to their rescue. Most of the women who set fires in order 
to play heroines, usually make themselves heroic victims. They talked about an 
incendiary who tried to abuse them, endangered their lives by making a fire, 
threatening letters were alleged to have been received, and so on. Women are 
most destructive of their own or their family’s property and they rarely extend 
their activities beyond the limits of property belonging to their neighbours, their 
church or their employers.’ 

The change in social conditions over the last 50 years is probably 
responsible for the lack of reference in contemporary reports to homesick 
servant girls who occupied such a prominent position in earlier European 
studies. 

Yarnell, in a study of firesetting in children, found that about 60% 
of her 60 cases were between the ages of 6-8 years and 35% were 
between 11-15 years. These 2 groups showed significant differences. 
Children in the 6-8 year group showed the following characteristics : 

1. They set fires, with associated fantasies to burn some member of 
the family who has either withheld love from the child or become too 
serious a rival for the love of the parents. 

2. The fires are made in or around their own home, cause little damage 
and are usually put out by the child himself; significance is chiefly symbolic. 

3. The children show other types of asocial behavior such as running 
away from home, truancy, stealing and general hyperkinesis and aggression. 

4. Frequently associated are learning disabilities or physical handicaps 
which further hamper the child in its social adjustment. 

5. All children show acute anxiety and suffer from terrifying dreams 
and fantasies, including vivid attacks by the devil, ghosts and skeletons. 

6. All children have some sexual conflicts and many tell of active 
masturbation, sodomy or fellatio; type of activity does not seem significant. 

7. Enuresis was noted in only 9 of the cases and seemed a part of 
the general picture rather than specifically associated with the fire motif. 
All the boys with strong passive components suffered with enuresis. 

8. A special group of children were orphans who had been placed in 
boarding homes but had failed to make an emotional adjustment. 
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In contrast, children in the adolescent group showed quite different 
mechanisms and reactions. They tended to go in pairs, with an active 
and passive member, and set fires for excitement. (The number of boys 
who worked with a partner or as a.member of a ‘ gang’ was about twice 
the number of boys who worked alone.)® Expressions of guilt, or a rich 
fantasy life were not obtained.'4 

Johnson and Szurek believe that a parent’s unwitting sanction, or indirect 
encouragement, is a major cause of, and the specific stimulus for, firesetting 
as well as other forms of antisocial behavior. One or occasionally both 
parents derive unconscious, and less frequently conscious, vicarious gratifi- 
cation of their own poorly integrated forbidden impulses by sanctioning 
such behavior in the child. Often a parent may unconsciously select only 
one child to be the scapegoat in a family of several children, the others 
being exempted and consequently well behaved. 

These authors give the following example of this mechanism: 

A mother was alarmed to find her 5-year-old younger son playing 
with matches. The son reminded her of her ‘ no-good’ brother Ed, who 
had also set fires and who had aroused her jealousy because he was her 
father's favorite. She warned her son to stop playing with matches: ‘I 
told him fires should be only in a stove, a fireplace or for cigarettes.’ 
All was well, so far. ‘But,’ she added, ‘I said that if he insisted on fires, 
we would burn some papers in the sink. My husband said it was stupid 
to burn papers in the sink, but I thought it was better than burning 
the house down the way my brother Ed nearly did twice.’ 

Note the vacillation between the mother’s conscience dictated prohibition 
and the permissive loophole of ‘. . . if he insisted... .’ This telescoped 
case report provides clues leading to eventual explanation of : 


(1) The selection of the scapegoat; 
(2) The choice of antisocial behavior to be fostered; and 


(3) A technique concocted of vacillating prohibition and permission, 
for inadverdently encouraging the behavior. The subtle permissions and 
encouragement defy detection unless parent and child are studied inten- 
sively by one experienced in ferreting out significant clues.4 

Of the 1, 145 adult males reported by Lewis and Yarnell, 154 (13.4%) 
were psychotic. Schizophrenia is the most common form of psychosis 
encountered in firesetters. Often the fire is set for suicidal purposes, in 
response to auditory hallucinations or for symbolic reasons. (‘I burnt 
the house to get rid of disease and pestilence.’) Organic brain disease, 
particularly alcoholic psychosis, delirium, senility and general paresis of 
the insane may be encountered. Less commonly firesetters suffer from 
depression or mania. Although it has been suggested that there is a 
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significant etiological relationship between epilepsy and arson, proof is 
lacking. 

The appearance of firesetting at puberty and the menopause has long 
attracted attention. In 1813 Osiander attributed the disorder to a par- 
ticular disturbance of the brain due to the development of puberty. 


“The arterial blood drains to the genitals, the venous blood to the brain. Then 
the organs of vision are deprived of arterial blood and become irritable. Then 
there is an imperative need for light and this need causes the individuals to make 
fires.’ 

Fenichel states that sexual excitement at the sight of fires is a normal 
occurrence in children. In his opinion, it is not easy to explain. 


“Analysis reveals the effectiveness of sadistic drives, which aim to destroy the 
object, and a cutaneous pleasure in the watmth of the fire. But in addition, there 
is something more specific about the excitement aroused by the fire... The pleasure 
in starting a fire (in reality, or in fantasy) may become the indispensable condition 
for sexual enjoyment. In an incendiary perversion, intense sadistic strivings govern 
the sexual life, the destructive force of the fire serving as a symbol for the intensity 
of the sexual urge. The patients are full of vindictive impulses, which receive 
their specific form from their urethral-erotic fixation.’2 


Regardless of age, from 15-20% of all the firesetters in the study of 
Lewis and Yarnell had been in some officially recorded difficulty over 
sexual delinquency. Schmid drew attention to the similarity between the 
‘impassioned tone’ found in letters written by sex criminals and those 
written by firesetters. He collected 11 cases in which the offense was 
committed just before the onset of the first menstruation. Bleuler also 
considered that there was some association between menstruation and 
firesetting. Possession of obscene literature or female underclothing is 
another clinical indication of an association between sexual psychopathology 
and arson. 

Stekel noted that some firesetters are impotent men or frigid women. 
Certainly there are many cases where the arson followed failure in an 
attempted heterosexual relationship. He also postulated 3 possible forms 
of relationship between masturbation and arson: 

1. The incendiary is sexually excited by the fire, he likes to see the fire burning. 
He is a sadist with fire fantasies such as putting men or animals to death through 
fire. Sadists of this type masturbate during the conflagration. 

2. Masturbation is a defense measure against setting fire. Arson is committed 
during a period of enforced abstinence. 

3. The arson is intended to free the masturbator of the habit. After the arson, 
the habit ceases. 

Stekel also reported the fact that fire dreams may occur before fire- 
setting, some on the night before. More than half the cases personally 
examined by Schmid, declared that on the previous night or several nights 
before the arson, they were scared out of sleep by a dream about fire. 
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Another clinical observation which has been made by many writers is 
that many firesetters give a history of childhood enuresis. This observation 
is supported by the time-honored adage that children who play with 
fire will wet the bed.® 


Pyromania 


The term pyromania, as already mentioned, has been reserved for fire- 
setters who suffer from an impulse neurosis or psychopathic personality 
associated with morbid repetitive impulses to set fires. Other hallmarks 
of the psychopathic state may include an unstable work record, a tendency 
to roam the country, alcoholism, intolerance of frustration and discipline, 
other forms of antisocial behavior, lack of judgment and failure to profit 
from either punishment or experience.’ 

Frequently the arson is preceded by some emotional stress resulting 
from rejection or provocation by family or friend, financial reverse, or 
failure in heterosexual relationship. Complaint may be made before the 
fire of mounting tension, feeling ‘weak all over, headache or other 
physical symptom. These feelings are relieved following the blaze. The 
property selected for burning may have some symbolic significance or it 
may be chosen by chance, for revenge, for gain or because the risk of 
detection appears slight. The fires may be set in such a manner as to 
cause maximum embarrassment to the offender's family. Thus one arsonist 
always chose public buildings. Although his father was mayor of the 
town, the patient lacked awareness of the motive for his choice of buildings 
and had a ready explanation (rationalization) for each offense. 

Despite the pyromanic’s poor sense of responsibility, lack of remorse 
for his actions and efforts to avoid detection, he may, nevertheless, commit 
the crime in such a manner as to ensure his arrest. Thus he may leave 
behind some personal possession as, for example, a billfold or parole paper 
which mades identification inevitable. Often he will become increasingly 
careless with each succeeding fire. His behavior at the scene of the fire 
or elsewhere may arouse suspicion. He may volunteer his services to the 
police as an amateur detective or make pointed comments in a tavern 
about fires in the neighborhood. Sometimes he will even give himself 
up or seek psychiatric treatment. Some pyromanics experience a con- 
scious sense of guilt yet continue to repeat their offenses. 

The following case is given as an illustration: 

W. F, a 35-year-old married man, was admitted to hospital after he 
had set fire to his apartment. He was behind in his rent but had made 
a verbal agreement with his landlord that he would make some repairs 
to the apartment in lieu of rent payment. When, without warning, the 
landlord had the water supply turned off, the patient became very angry. 
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His feelings of anger and tension were not relieved by drinking several 
bottles of beer and, after brooding for some hours, he decided to burn 
his apartment and an adjacent unoccupied house. After failing to talk 
himself out of this plan, he poured gasoline around the apartment but 
did not remove his own possessions before setting the fire. On arrival of 
the firemen he gave himself up with immediate relief of his feelings of 
excitement and tension. At the time of the fire, his wife was absent on a 
visit to her parents. 

Some years earlier he had set fire to the home of a neighbor whose dog 
had kept him awake at night by barking. This firesetting also occurred in 
a setting of anger which had been precipitated by his arrival home to find 
his wife out and the evening meal unprepared. Other impulsive antisocial 
acts included the assault of a fellow worker and a threat, while drunk, to 
kill his wife and himself. On another occasion, a suicidal attempt following 
criticism by his mother was almost successful and he remained in coma for 
some hours. He claimed that his mother told the doctors: ‘1 have had 
enough. I hope he dies.’ 

He described his father as a model of the community, a perfect man who 
did not drink, swear or smoke and had only kindly thoughts. His father 
always referred to alcohol as firewater. In contrast to the father, a rather 
passive unsuccessful businessman, his mother on whom he was very depen- 
dent, appeared to be more dominant and somewhat more affectionate. She 
used to drink with him and raised no objection when he told risque stories. 


His favorite song in childhood was Keep the home fires burning. A 
younger brother with whom the patient shared a bed was enuretic till the age 
of 15. The patient did not suffer from enuresis. He recalled great excitement 
as a child from putting out fires with a stream of urine. As an adult, he 
was concerned because his drinking companions would feel the urge to 
urinate soon after drinking yet he would go to the restroom with them and 
be unable to urinate. 

At 19, he left home and obtained clerical work in another state where 
he boarded with a 50-year-old widow. She lavished money on him, went 
out with him frequently and behaved in a seductive manner toward him. 
He left her home after she attacked him with a carving knife because he 
had invited a young girl to his room. His first job was terminated when 
he confessed that he had stolen $50 from petty cash. Despite great ambition 
and business acumen, his work record was very poor. Whenever he reached 
a senior position, he would act in a manner likely to ensure his dismissal. 
For example, on one occasion when offered promotion, he informed his 
employer about the theft in his first job. 


His first marriage was punctuated by alcoholic bouts and he deserted his 
wife after 3 years. Sex relations were unsatisfactory as his wife was frigid. 
When she had a hysterectomy, his mother commented to him with obvious 
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pleasure, ‘now she won't be interested in sex.’ His second marriage was 
opposed by his parents and, on a visit to their home, his mother insisted on his 
sleeping in a separate room from his wife, stating ‘my Billy boy needs his 
rest. The patient was impotent for the year before his admission to 
hospital. 

Psychological tests showed superior intelligence, considerable unresolved 
oedipal conflict, significant oral dependent character traits and doubts about 
his masculinity. An underlying schizophrenic process was suspected. While 
in hospital, he appeared composed but at times became very angry and 
expressed the fear that he would lose control of himself. These episodes 
usually followed disagreement with his wife or receipt of a critical letter 
from his mother. He did not tolerate frustration well and it was significant 
that he tried to pick arguments with an elderly rather maternal nurse. 

In this patient we see poor masculine identification and a pathological 
relationship to the mother which has resulted in abnormally strong feelings 
of dependency and hostility. Although he has some awareness of his mixed 
feelings for his mother, he does not appreciate their depth or their influence 
upon his behavior. His feelings of hostility are heightened following any 
act of rejection by his mother or mother-substitute and such rejection 
usually precedes his impulsive antisocial behavior. The fires provide drama- 
tic symbolic expression of his anger and, like his drinking bouts and suicidal 
attempt, also have a self-destructive quality. The antisocial act thus expresses 
the forbidden feeling of hostility and also results in punishment for expres- 
sion of this feeling. The self destructive tendency is particularly revealed in 
his work record. The fact that the second firesetting occurred after the 
landlord ‘cut his water off’ lends itself to speculative interpretation of the 
psychological significance of this event as a precipitating factor, in the light 
of psychoanalytic theory regarding the relationship of arson and urethral 
eroticism. 


Medico-Legal Aspects 


All persons charged with arson should undergo psychiatric examination. Special 
care should be taken to search for symptoms of schizophrenia and it may 
be necessary to admit the patient to hospital for prolonged observation. 
The aims of the examination should be to determine the clinical diagnosis, 
the psychological origins of the criminal behavior and the prospects of 
treatment. The court will also require an opinion on the question of 
criminal responsibility. 

The psychotic firesetter should be committed to a mental hospital. The 
disposition of the non-psychotic offender may pose serious problems, as it 
is not always possible to determine with confidence the prognosis or to 
assess the risk of social danger which might result from setting the offender 
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at liberty. In general it may be said that firesetting in children and 
adolescents is often a self-limiting problem, resulting as it does from the 
stresses of puberty and adolescence. This is not always true and examina- 
tion may reveal findings which point to a more gloomy outlook. Treatment 
of the child may have to be combined with treatment of the parents. 


Once an older vagrant begins to set fires, he will not change his habit 
pattern, according to Lewis and Yarnell. These older offenders are all 
chronic recidivists and the best disposition in their opinion would seem to 
be an indeterminate sentence as criminally insane to an institution from 
which they cannot escape.® 

In pyromania, as previously defined, the prognosis is usually poor in the 
absence of treatment and even with treatment the outlook for recovery may 
not be good in a proportion of cases. Even though the incendiary may be 
legally sane within the strict definition of the M’Naghten Rules, greater 
protection to society may be offered by his treatment in a mental hospital 
than by his incarceration in a penitentiary. Greater protection will not, 
however, be offered to society by mere confinement in a mental hospital 
without intensive psychiatric treatment. Indeed, the risk to society may be 
increased if the chance of escape is greater from the hospital than from the 
prison. 

When there are marked antisocial or sadistic trends present in the pyro- 
manic the need for custody in an institution is imperative. Schmideberg, 
a psychoanalyst who is chairman of the Association for the Psychiatric Treat- 
ment of Offenders, makes these forthright comments : 

‘The violent thread of sadism runs throughout the majority of the cases of 
arson I have treated or examined. This fact should always be taken into consideration 
in dealing with arsonists. It seems to me, however much it may run against our 
feelings, that severe sentences in certain cases of arson are the only means of dealing 
with them. ‘Take for example the case of the Hartford circus fire, where so many 
people were maimed and killed. Can there be any argument against a life sentence? 
There are many other cases too numerous to mention where no other solution is 
feasible.’!1 

An excellent adjustment in an institution should not be used as a criterion 
for release. Recidivism is a feature of pyromania and release from prison 
or hospital should not be lightly advised. 
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Recognizing and Handling 


A Traumatic Neurosis Case 
Donald W. Loria 


The Michigan Bar 


Every time the body suffers an injury, there are concomitant emotional 
effects. Because these effects frequently exceed the physical damage and 
sometimes are the only remaining vestiges of the injury, the lawyer more 
and more is seeking the aid of the psychiatrist and the psychologist. 

He is well-advised to do so for he may otherwise be overlooking an 
important aspect of his client’s case—traumatic neurosis. However, to avoid 
losing this view of his case, the lawyer must have some understanding of 
what traumatic neurosis is, must be able to recognize its possible presence 
and, if present, must know how to handle it as part of his case. 


Basic ‘Theory 


Every person has a certain quantity of mental energy which he tries to 
maintain at its peak operating capacity. If his energy is depleted, he cannot 
function at high speed. The man who has played 60 minutes of hard, 
rough-and-tumble football is not able to begin immediately to play a fast 
game of basketball. In the same way, a man’s stock of mental energy may 
be depleted when he is wrestling which a serious conflict in his life. He 
uses a large percentage of his energy in attempting to solve it. He may 
then find himself overwhelmed when he is faced with an additional problem 
which requires an even greater expenditure of mental energy. 


Let's take an oversimplified example: A man is struggling to keep his 
head above water financially. His rent is being raised, he is getting work 
only three days a week, his wife is about to give birth to a fourth child— 
and three kids raise enough racket as it is. Our hero then has an industrial 
accident and suffers a fracture of his arm. This injury becomes the final 
straw. In order to adjust to the shock of the injury and the resulting 
physical disability, he is required to muster some energy which simply is 
not there to be had. It is bottled up elsewhere. So what does this man 
do when the fracture has mended and the doctor has discharged him as 


Editor’s Note: The original version of this article was published in the July 1956 
issue of The Michigan State Bar Journal. This revision is published with the per- 
mission of the author and The Michigan State Bar Journal. 
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able to return to work? He had been protected by the physical helplessness 
that the fracture imposed upon him. It is impossible for him now to 
accept the medical conclusion that would return him to his same desperate 
plight. He defends himself by unconsciously developing neurotic symptoms. 
Like the soldier overwhelmed by the bursting of mortar shell after mortar 
shell, he runs out on life. He is unable to face the reality of his problems. 
It is less painful for him to believe that he has pain in his arm. This 
localizes his troubles to a single cause and makes him the helpless victim 
of a capricious fate. ‘If only my arm would heal,’ he thinks, ‘I would be 
able to take care of my family.’ 


Symptoms 


How does a man with a traumatic neurosis look to a lawyer who interviews 
him in the office for the first time? Does he wear any labels on his lapel? 
It is my firm conviction that a great many traumatic neurosis cases are 
missed, avoided, sent away or summarily disposed of by lawyers because of 
their failure to recognize them. It is the exception, rather than the rule, 
for the neurosis to have been diagnosed by a physician prior to the lawyer's 
contact with the client. If the attorney fails to appreciate the possible 
psychiatric implications, he does not have a traumatic neurosis Case to try. 

How can the lawyer recognize a possible case of traumatic neurosis? 
There are some 20 signals, any one or a combination of which should 
raise in the mind of the lawyer the question: Should I refer this client to 
a psychiatrist for an evaluation? 

Usually the lawyer will receive from the neurotic at least several of the 
following signals. He should then be careful to refer to client to the 
psychiatrist and not himself try to act upon his inadequate knowledge of 
the subject. 


Inappropriate Response or Affect 


Simply defined, inappropriate response or affect means that the client 
responds to a situation in a way that seems unusual or peculiar to you. 
The client has a smile on his face when he describes a very sad situation. 


For example, a woman client had sustained a back injury. She had been 
to a number of doctors. All the doctors, with one exception, could find no 
organic basis for her complaints. 

He told her that she was suffering from multiple sclerosis. She was then 
examined by one of the outstanding authorities in the country on multiple 
sclerosis who conclusively ruled out that disease. She subsequently was told 
that she did not have multiple sclerosis. She exhibited no joy, no surprise, 
no emotion of any kind whatsoever. Her response to this news was an 
inappropriate affect inasmuch as she was fully aware of the terrible nature 
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of the disease; and she was further aware that, if she did have multiple 
sclerosis, it would seriously impair her chances of winning her case. Since 
other doctors, however, could find no physical basis for her complaints, it 
was obviously necessary for her to hold on to the diagnosis of multiple 
sclerosis. Without an organic explanation for the pain, she would have been 
forced to face her more serious problem which had been side-tracked by 
the development of a neurosis. 


Personality Changes 


Although there is no unusual behaviour observable in the office interview, 
the client gives a history which indicates that, since the accident, his per- 
sonality has changed. Examples of such personality changes, which are not 
unusual in a traumatic neurosis case, are: The client tells you that since 
the injury he has become irritable or tense or nervous; that he has begun 
to drink, or drinks much more heavily; that he has frequent nightmares in 
which he relives the details of the injury; that he has developed insomnia. 
He has become withdrawn, silent and moody; he has developed violent fits of 
temper; there has been a reversal of some personality trait: the aggressive 
personality becomes a dependent one, or vice versa. 


Bizarre Symptomatology 


The client gives a history of some kind of bizarre symptom which you 
know is not usually associated with the type of injury received. For example, 
a male client had been operated on for an umbilical hernia. He reports 
that following the operation to repair the hernia, when he had intercourse, 
he often had a bloody discharge. Such a symptom, of course, would be 
extremely unusual. Furthermore, it never seemed to occur to him that 
perhaps his wife might have been menstruating during that time. 


Metastasis of Symptoms 


Frequently the neurotic client extends his complaints to an area larger than 
that which has been injured. To illustrate this, here is a hospital record: 

‘28 year old male states that he splashed stencil dies in his right eye on February 
15, 1954. Stencil contains naphtha. Washed it immediately. Sent to Dr. Witter’s 
office morning of February 16, 1954. Drops put in eyes. Headache had started 
previous to this night of February 16, 1954. Began having aching in right shoulder, 
down right side and thigh to knee. States when he stood, right side just gave way. 
Had numbness on right side. 

February 18, 1954. Complains of pain in right shoulder and back of neck on right 
side. Continues to resist use of right arm. 

February 20, 1954. Patient states that the weakness and numbness has now ex- 
tended down to right leg. The whole right half of his body is now apparently 
involved. Still had headaches and feels ‘ drunk.’ 
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February 21, 1954. Patient complains of severe chest pain. States it is sharp. 
Denies any radiation. States it feels like a stabbing with each heart beat making 
him short of breath. Has never had any such pain previous to such episode. Patient 
given codeine and within five minutes stated: ‘It feels like the top of my head is 
blowing off.’ 


February 21, 1954. Patient states his shortness of breath is worse. After being 
given medication, within ten minutes began complaining of severe pain in neck. 
Pain in neck was followed in few minutes by complaint of earache on left. 

February 22, 1954. When leg is raised from bed, it remains extended in the air. 
Yet he states he cannot move it.’ 

This client had a superficial injury to one eye. Eventually he developed 
symptoms in both eyes, fainting spells, dizziness, blackouts, fatigue, trouble 
with his entire body. Here the neurotic developed additional symptoms out 
of all keeping with the actual injury. 


Lawyer to Lawyer 


All of us have had the experience of interviewing a client who has been 
to one, two or three lawyers prior to our contact with him. The lawyer's 
usual reaction is to attempt to avoid the situation. We recognize that a 
client who is unable to get along with previous lawyers might very well be 
unable to get along with us. It is, however, not unusual for a man suffering 
from a traumatic neurosis to drift from lawyer to lawyer for any one of a 
number of reasons. One reason is the failure of the lawyer to recognize 
that the client has a neurosis. It is true that the neurotic often is very 
difficule to get along with. For the same reasons that he is unable to 
function adequately in all interpersonal relationships, he finds it impossible 
to co-operate fully with the lawyer in the management of his case. 

But, frequently, the lawyer promotes the antagonism of the client. After 
the lawyer has received a negative medical report from the orthopedic 
surgeon or his general practitioner, he begins to suspect that since there is 
no organic basis for the client’s complaints, the man is pulling his leg. 
Natural suspicion on the part of the client plus incredulity on the part of 
the lawyer promote misunderstanding, strife and frequently lead to the 
termination of the attorney-client relationship. Thus, the fact that the client 
has been to several lawyers prior to your contact with him does not neces- 
sarily mean that there is not a good case. You should begin rather to 
investigate the possible psychiatric aspects. 


Doctor to Doctor 


If your client tells you that he has seen a number of doctors, you might 
begin to suspect the possibility of a neurotic involvement. Just as the 
neurotic tends to flit from lawyer to lawyer, he may use doctors in the 
same way. The doctor who is unable to find a physical justification for the 
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patient’s complaints tends to slough him off. The neurotic patient, of 
course, becomes antagonistic toward such an attitude on the part of the 
doctor and seeks other medical attention. An extreme example of this was 
a woman client with a traumatic neurosis who had been to forty-six different 
doctors in regard to her injury. She also had been hospitalized on nine 
different occasions. Excessive seeking of medical attention in and of itself 
is frequently a signal to the lawyer to arrange for the client to see a 
psychiatrist. 


Accident Proneness 


The client should be carefully interviewed as to any claims or hospitaliza- 
tions relative to prior accidents. If he tells you that he has had a number 
of previous accidents and claims and settlements, this fact may indicate the 
need for psychiatric evaluation. The professional litigant, of course, never 
discusses with his lawyer, freely, previous claims and settlements, while the 
neurotic frequently will wish to talk at length about previous injuries. 
This, then, may be a useful means of distinguishing between the professional 
litigant and the client who is possibly a neurotic. 


There may be, of course, another significance in a history of successive 
accidents. Accidents may serve a special function in the psychic life of a 
client. Frequently, the person who tends to have accidents is acting out 
unconscious needs to punish himself and thus to relieve himself of guilt 
feelings. If a man must go to such ends, he is obviously emotionally ill. 

A client comes to mind who had five prior injuries and five prior settle- 
ments. Actually each injury, and the compensation received for each 
injury, helped to establish for this man a certain pattern which became 
necessary, unconsciously, for him to follow. 


Garrulousness 


Extreme garrulousness may indicate a disturbance in a client. He insists 
on talking much beyond the usual range of client talk, and wanders from 
fact to fact. He desires to discuss many things which are entirely unrelated 
to his injury. Why does a client do this? The neurotic often uses a 
lawyer for more than the actual law suit: He uses the lawyer as a doctor 
and a minister. He wants someone to listen to him and to believe in him. 
He needs to justify his cause in order to ward off the doubts that lurk in 
the shadows of his own mind. 


Proving Something 


Frequently, it becomes apparent during the course of the interview with 
the neurotic client that he is not primarily interested in the money to be 
obtained through the lawsuit. Discussion of settlement may reveal that the 
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client has exorbitant demands, or that he is not interested in any kind of a 
settlement less than his full claim. Sometimes only an outright adjudica- 
tion of his rights will appease him. The lawyer should investigate the 
client's attitude towards settlement to determine whether the client wants, 
mainly, to prove that he is right and is seeking for the court, the jury or 
some authority to establish formally his being in the right. This, of course, 
is directly related to the above described need to justify his cause. 


Particular Stress Situation 


An individual at a certain time in his life is much more susceptible to the 
development of a traumatic neurosis. Examples of periods of particular 
stress are: adolescence; shortly after marriage; shortly after the birth of a 
child; during a separation or during divorce proceedings; the involutional 
period; following the death of a close relative or friend. The previously 
described dynamics of the economic theory of energy come into play in 
such situations. The woman in menopause, for example, is devoting a 
considerable amount of her mental energy to the problems of menopause 
and the end of her youth. If she suffers an accident during this particularly 
poignant period, the amount of free mental energy at her disposal may not 
be sufficient to meet the demands of the additional straw, the accident. 


The following is a psychiatric report of a woman who was in menopause 
at the time she sustained an injury. 

‘The patient is a 40-year-old white female appearing somewhat younger than her 
stated age. She related that in September, 1952, she started a job which required 
her to bend over and walk along an assembly line in this position. She held the 
brake tubes on which she was working in her left hand and the wrench, which she 
used on them, in her right hand. She first noticed a lump in her left breast some 
time between the spring and July in 1953. It should be noted that in her work she 
frequently bumped her left breast against the automobile tires and the wheels 
around which she was working. She observed that early in 1954, she developed 
some swelling of the left breast. Accompanying this she had a “ tight feeling” in 
her neck when she lay down. This feeling of pressure extended down her chest wall 
toward her heart and ‘must have been the swelling.” All her complaints have 
improved with rest. 

At present she complains of pain in her arm which follows no anatomical nerve 
distribution. She described a similar pain accompanied by tenderness and swelling 
in the area of the left pectoralis major and left axilla. The chest pain radiates 
directly through to her back whenever she does hard work with her left arm. In 
addition, she complains of pain in her neck muscles all the time. ‘I suffer all the 
time when I do my work. Many times I can’t even turn in bed and I get a numb- 
ness. The circulation in my arm isn’t right. It goes to sleep on me almost every 
night since I've had this trouble.” She claims that her symptoms had made her 
irritable and short-tempered. 

Past history reveals that the patient was the eighth of twelve siblings born to 
parents of Croatian extraction in a Pennsylvania mining town. She described her 
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mother as “mean” and abusive. Her father, by contrast, was good to her and she 
entertained tender feelings toward him. She was withdrawn from school in the 
seventh grade to help with the housework. She married at the age of seventeen to 
get away from home. She had no knowledge of sex. Her marriage was unhappy. 
Her husband was unfaithful. She had two children who died in the first year of 
life. After twelve years of separation a reunion was attempted in 1942. It was 
unsuccessful and they were finally divorced in 1943. When the patient had difficulty 
in getting her husband to pay the alimony awarded to her, she simply gave it up. 

Five years ago she had a hysterectomy for fibroids. Otherwise her health had 
been good. 

Mental examination revealed a patient who at first was wary and apprehensive. 
As the examiner was able to set her at ease, she offered a constant stream of infor- 
mation without prodding. Even though this voluntary elaboration and extension of 
her complaints placed her in a position where she was liable to additional questioning 
and investigation, she made no effort to withhold or evade as is commonly seen in 
malingerers. She appeared totally guileless and even stupid. She was ashamed of 
being nervous though avowing that she couldn’t help it. Again, this reaction would 
be unusual for a malingerer who usually exploits any claims to illness, physical or 
mental. The patient impressed me as being a reasonably independent person. This 
impression is supported by the manner in which she has made her own way as a 
factory and restaurant worker since her separation from her husband without recourse 
to alimony. Since January, when she was last employed, she has lived on her 
savings and has received some help from her boy friend. 

Some interesting circumstances preceding her illness were found during the exami- 
nation. Within the year preceding her illness, a nephew, of whom she was very 
fond, developed a psychosis. She had cared for this nephew and had strong 
maternal feelings toward him. At about this same time she was supposed to marry 
her present beau but decided against it as she was afraid of marriage. Most inter- 
esting is that a friend who worked with her on the same assembly line, developed 
carcinoma of the breast just before the onset of the patient’s symptoms. I feel that 
many of her symptoms and their progression represent a duplication of those which 
she saw in her friend. She is still very fearful of breast carcinoma in herself, in 
spite of the assurances of the many doctors who have examined her. 


I believe this patient is suffering from a conversion reaction which was precipitated 
by the type of work she was doing and by a probable myositis which was caused by 
this work. The illness of a dearly loved nephew and the frightening prospect of 
marriage were predisposing factors. As a more remote predisposing factor it should 
be noted that her strong attachment to the parent of the opposite sex with a hostile 
or rejecting attitude toward the parent of the same sex is a constellation typical of 
hysteria. The actual symptoms which she developed, though precipitated by her 
work experience, were probably directed by the symptoms of her unfortunate friend 
and co-worker.’ 


Symbolic Injury 


Certain parts of the body have a special symbolic significance to the 
individual. Aside from the physical loss or damage itself, the individual 
attaches an inordinately high value to particular parts of his body. A great 
deal of mental energy is required to adjust to the physical loss per se. The 
symbolic loss requires an even greater expenditure of mental energy which 
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might not be available. For example, an individual loses a hand or an eye. 
The patient undergoes a herniotomy, a hysterectomy or an operation around 
the genital area. He is prone to place such a special value on these parts 
that he may not be able to summon the energy to handle the blow. 


Diseases Associated with Emotional Factors 


If the client prior to the injury has been afflicted with certain diseases, you 
might suspect some kind of ripeness for the development of a traumatic 
neurosis. Examples of such diseases frequently associated with emotional 
factors are: stomach disorders, such as ulcers; bowel disorders, such as colitis; 
allergic asthma; migraine headaches; hypertension; certain skin disorders, 
such as neurodermatitis. If such diseases develop following injury, they 
may be the actual results or sequelae of the injury. 


The Armed Services 


The injured client should be asked if he has been in the armed forces. If 
a male client has not served in the military and his age is proper for such 
service, the attorney should investigate the reason, not necessarily accepting 
the statement of the client as to the reason for his non-service. The type 
of discharge may also be significant. If the client’s service is shorter than 
the usual stay, or if the client is vague as to the reason for his discharge, 
these may be clues that bear investigation. Frequently the client will tell 
you that he has been discharged because of ‘ nerves’ or ‘nervousness’ and 
is actually unaware of the psychiatric nature of the discharge. 


Institutionalization 


If the lawyer obtains information that the client has been in a mental 
hospital, he should consider the possibility of a psychiatric evaluation. The 
individual who has been in such an institution often does not fully recover 
from his mental illness. Frequently, the former mental patient, who sub- 
sequently has adjusted fairly well to life and who then suffers an injury, 
reactivates his old disturbances. Example: a man who had been hos- 
pitalized for an acute psychotic episode was released and began to rebuild 
his defenses. Although he had not completely solved the problems which 
had brought about his original breakdown, he was working regularly, 
gradually building up his mental equilibrium, and living a fairly well 
adjusted life. He then suffered an injury in which he lost one of his eyes. 
The defenses which he had been building were weakened by this injury and 
this man eventually committed suicide. 
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Family and Personal Relationships 


The client who has been a partner in a number of marriages or has shown 
an inability to form a stable personal relationship may also be particularly 
susceptible to the development of an emotional disturbance following 
injury. 

Migratory Work History 


The client who has been working for a number of employers and has been 
unable to maintain a job may unconsciously use an accident to permit him- 
self to withdraw from the competition of the job market. 


Criminal 


A long criminal record involving petty offences is a further indication of an 
inability to adjust to the demands of life. 


The Active Partner 


The injured client who brings his spouse with him to every conference, the 
spouse seeming to take charge of and direct the situation, is frequently 
found to be suffering from an emotional disturbance. 


The Writer 


The neurotic client frequently presents himself to you with a voluminous 
written record of his case. He includes copious and minutely detailed notes 
of each relevant and irrelevant event, copies of letters to the insurance car- 
rier, the attorney general, the governor, etc. 


The Negative Medical Report 


You have a client who seems to be sincere in his complaints. Yet, you 
receive a negative medical report from an orthopedic surgeon or a general 
practitioner. This is a signal to consider the possibility of a psychiatric 
consultation. Frequently, after receiving a negative medical report from a 
non-psychiatric physician, I have called the doctor and have been advised 
that the client very well might have a neurosis. There are many reasons 
why a doctor does not include the possibility of a neurosis in his report. 
Some doctors say that they deliberately avoid stating that the patient might 
have a neurosis because they do not want to stir something up. Other 
doctors say they do not feel qualified to include the possibility of a neurosis 
in their reports because they are not psychiatrists. Still others say that, upon 
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reflection, there very well might be a neurotic disturbance that they had 
missed. If you as a lawyer are convinced that your client is sincere and if 
you have a negative medical report, you have little alternative other than 
to seek the aid of a psychiatrist or a psychologist in evaluating the matter. 
The man has a pain. It must be explained some way. Either the organic 
basis has been missed or the functional basis has not been explored. 


At The Trial 


Attitude of Trier of Fact 


Unfortunately, most people are unsympathetic to the person who is with- 
out a physical basis for his complaints. Thus, the lawyer trying a traumatic 
neurosis case before a jury is under a greater handicap than if he were trying 
a similar case before a workmen’s compensation department or before a 
court. Of course, neither the judge nor the workmen’s compensation hear- 
ing referee may be free from these prejudices. Experience, however, with 
a neurotic tends to lessen the prejudice of the judge and the lawyer. Thus 
the request for a jury in a traumatic neurosis case may come from the defen- 
dant’s counsel rather than from the plaintiff's. 

Let us examine our own feelings towards the neurotic client. We call 
him a crackpot or a nut or a crank. We are slightly apprehensive about 
him. We also are suspicious about the pain about which he complains. If 
a client has a ruptured disc, we accept his complaints of pain. If he has 
the same degree of pain but without an organic basis, it is difficult to 
understand how the pain got there and to accept the fact that there actually 
is pain. 

We tend to think that, if the pain is produced by a mental process, a 
simple effort of will could eliminate it: ‘What this man needs is to take 
hold of himself and use a little will power.’ That just isn’t so. The 
neurotic can no more chase away his feelings of pain than the man who 
has the ruptured disc. 

The psychiatric expert and the lawyer must make it absolutely clear to 
the court and the jury that the pain experienced by the neurotic is as real 
as if the physical basis were indeed present. The psychiatric witness, there- 
fore, must explain to the court and the jury that the neurotic is absolutely 
unable to control his feelings, his pain and his disability. 


Preparation 


Thorough preparation is necessary in any case and it is particularly neces- 
sary in a traumatic neurosis trial. It has been my experience that attorneys 
will prepare thoroughly for all kinds of medical cases. Conscientious attor- 
neys will study, through reading and talking to doctors, for cases involving a 
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skin cancer, an asthmatic allergy, an embolism, Dupuytren’s contracture and 
even rarer diseases. Rarely do attorneys make the same preparation for a 
neurosis case. They should approach the disease of neurosis with an open 
mind. They should regard it as any disease they come across for the first 
time and not reject it for want of knowledge. Once a lawyer has some 
understanding of emotional disturbances, it is fairly difficult for him to 
reject it as just hogwash or gobbledygook. 

The lawyer should, of course, talk to every witness prior to trial. He 
should particularly talk to the psychiatric witness. The psychiatrist may 
tell you that he cannot help your case inasmuch as he doesn’t believe that 
the neurosis was caused by the injury. The psychiatrist may be thinking 
in terms of the various traumas which the patient has experienced in his 
lifetime. He believes that all of these ‘traumas have combined to produce 
the neurosis. That is undoubtedly true. 

However, it is the duty of the lawyer to explain the difference between 
the concepts of scientific-medical causation and legal causation. Legally, 
the liability is present if the injury merely acts as a precipitating factor in 
the production of the symptomatology of the neurosis. With this, the 
doctor may readily agree. 


Selection of an Expert to Serve as a Witness 


The psychiatrist is necessary in a traumatic neurosis case because he has a 
medical degree and is considered best qualified to establish the relationship 
between the injury and the diagnosis. The psychologist can furnish great 
aid by making the psychiatric findings more objective. Objective findings 
are always valuable to the lawyer because the veracity of the client thus 
can be substantiated. The psychiatrist infrequently has objective psychiatric 
findings in his examination. Although objectively he can observe a tic, 
sweaty palms, tremors, abnormal skin temperatures, nail biting and stutter- 
ing, such objective findings are rare and subject to the skepticism of the 
layman as to their psychogenic etiology. 

The psychologist, on the other hand, conducts certain tests on the patient. 
The tests are unconventional and there are no ‘correct’ answers. One of 
the tests, for example, is the Rorschach. The patient is presented with a 
series of ink blots, some of which are in color. He is asked to tell what 
he sees and, later, what made him see it that way. It is obvious he 
would not be able to know what kind of an answer would help him in his 
purposes and, thus, would be unable to simulate. 

Furthermore, the psychological test has been standardized by using thou- 
sands of known cases for purposes of comparison. Thus, objective inter- 
pretation is more readily possible by comparing the patient’s responses to the 
typical responses of many other persons, both normal and abnormal who pre- 
viously have been tested. The psychiatrist, on the other hand, is much more 


Journal of Forensic Medicine 


45 
4 
| 
| 
4 
| 
ina? 
| 
| 
| 
| 
a 
| 
| 
| 
A 


. Loria 


re and 
for a 
open 
e first 
some 
im to 


He 
may 
e that 
nking 
in his 
oduce 


tween 
‘gally, 
or in 
;, the 


has a 
nship 
great 
dings 

thus 
iatric 
1 tic, 
Itter- 


f the 


rient. 
ie of 
ith a 
what 
s he 
1 his 


hou- 
nter- 
» the 
pre- 
nore 


icine 


A Traumatic Neurosis Case 75 


limited in comparing the patient's responses because the number of cases 
he himself has seen or read about is not based on statistical standardization. 

Another advantage of using a projective test such as the Rorschach or 
the Thematic Apperception Test is that it can be administered, scored and 
evaluated in a shorter space of time than it often takes a psychiatrist to 
formulate a reliable diagnosis through the interview method. Since the 
lawyer is limited financially and timewise, this point assumes a particular 
significance. 

In the final analysis, however, the competence of the opinion of both the 
psychiatrist and the psychologist rests upon the experience and skill of the 
individual examiner. The interpretation of psychological tests is much 
more than a mere matter of mathematical compilation and tabulation of 
answers followed by comparisons with standard tables. The expert psycho- 
logist must, in addition to the quantitative estimation of the patient, make 
a qualitative appraisal which obviously is in the realm of the subjective. 


Direct Examination 


The psychiatrist to whom a lawyer sends a client conducts an examina- 
tion almost entirely by interview. His diagnosis, therefore, may be based 
upon hearsay and self-serving statements. Because of the nature of the 
examination, the psychiatrist should be permitted to testify as to his findings 
and diagnosis with far greater latitude than is permitted the non-psychiatric 
witness. However, some courts have not passed on this question. 

In order to avoid this problem, it is best to adduce the necessary infor- 
mation, upon which the psychiatrist will base his conclusions, from the 
plaintiff himself and other witnesses. Then in a hypothetical question, the 
psychiatrist can draw a conclusion, from the facts in evidence, as to diag- 
nosis and relationship between the injury and disease. 


Cross-Examination 


@ A frequent defense in a traumatic neurosis case is that the plaintiff 
was neurotic prior to the injury. The defendant’s psychiatrist should then 
be cross-examined along the following lines: The plaintiff, even if neurotic 
prior to the injury, was able to work. The injury acted as a factor in pro- 
ducing a disabling symptom. Thus, although the injury may not have 
precipitated the neurosis, it caused the disability. 


@ Frequently, in a traumatic neurosis case, the defendant will produce 
one or more nonpsychiatric doctors, such as a surgeon or an internist. Such 
a witness may testify that his examination was completely negative and the 
patient is perfectly well. The witness will, however, probably admit on 
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cross-examination that he expresses no opinion upon the question of func- 
tional disability and that the patient could be totally disabled on the basis 
of a psychiatric disorder. 


@ A psychiatrist often states that ‘secondary gain’ factors are involved. 
Once the neurosis has developed, the patient unconsciously may find it use- 
ful in that he is able to obtain some secondary benefits, such as being taken 
care of, or compensation. In that event it should be brought out that (1) 
secondary gain does not always refer to monetary gain; (2) secondary gain 
factors are strictly on an unconscious basis; and (3) that the neurosis must 
have existed prior to the development of the secondary gain factors. 


A Case History 


The following is an actual history of a case which amply illustrates the 
value of being able to recognize the possibility of a traumatic neurosis both 
for the plaintiff's and defendant's attorneys. 

On June 6, 1955, a woman, age 42, presented herself at our office stating 
that on October 6, 1954, she had slipped on the floor of a canning company 
and injured both knees. She claimed that she was still physically disabled 
and unable even to do her housework although the company doctors had 
discharged her. She was accompanied by her husband who did a great deal 
of the talking for her. A claim was filed. 

The insurance carrier's medical report dated May 6, 1955, by a qualified 
orthopedic surgeon, stated: ‘Conclusions as follows: Essentially negative 
X-rays. I believe this woman sustained a simple strain of the capsule of 
the knee joint which will subside with rest. Prognosis is for full recovery.’ 

On May 16, 1955, this surgeon again stated: ‘In my opinion the above 
named woman may return to favoring work.’ Report of July 7, 1955, by 
another orthopod: ‘Negative X-ray. I am unable to account for her com- 
plaints and think that she had perfectly normal knee joints. There is no 
organic disease that I could find on this examination.’ Note this sentence. 
When a doctor says he finds no organic disease present, it is a white flag 
that he may be thinking of functional disease. 

On June 22, the client was advised that, by arrangement with the insur- 
ance carrier and the employer, she was to return to work in accordance 
with the doctor's suggestions and make an attempt to rehabilitate herself. 
She then applied for work but, instead of being given work, was given a 
lay-off slip. 

She continued to visit her attorney with her husband, complaining of her 
severe disability. We began to form an opinion, particularly in view of the 
medical reports, that there might be some functional disturbance and wrote 
the insurance carrier as follows : 
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A Traumatic Neurosis Case 77 


‘I believe it is extremely urgent that the employee be rehabilitated. While I have 
not yet sent her to a psychiatrist for evaluation, from our experience and observation 
we fully believe that she has now developed a traumatic neurosis. I would recom- 
mend either rehabilitating employment or evaluation by a psychiatrist for rehabilita- 
tion under his direction.’ 

The insurance carrier neither employed her nor sent her to a psychiatrist. 
However, counsel referred her to a psychiatrist who examined her on 
August 17, 1955, and made the following report : 

‘The diagnosis of psychoneurosis, hysteria-conversion type, of both legs explains 
her pain and findings. It is my opinion that the injury may have precipitated this 
illness.’ 

An amended claim was filed alleging the psychoneurosis and a letter, 
dated August 25, 1955, was sent to the carrier as follows: 

‘I am enclosing a photostatic copy of the psychiatrist's report. This clearly indi- 
cates that the employee is suffering from a psychoneurosis causally related to her 
injury. I am advising you of this so if you care to have her examined by a psychia- 
trist you may do so. However, I might suggest a settlement of this case in the sum 
of $3500.00.’ 

The reply we received was a request for a further medical examination 
and on September 16, 1955, she was examined by a competent industrial 
physician whose report concluded : 

‘I am unable to find in this woman’s knees any evidence of the injuries she claims. 
Of one thing I am sure, no organic pathology has resulted from her injury.’ 

The insurance carrier then cited her to an internist for further evaluation, 
which evoked the following protest from counsel : 

“It seems to me that you would be spending your time and our client’s reserve of 
psychic shock due to medical examinations to better advantage by sending her to a 
psychiatrist instead of to an internist.’ 

On October 10, the internist’s report contained the following : 

‘In summary, I was unable to find evidence of organic disease to cause any 
appreciable degree of disability.’ 

Then, for the first time, on November 1, the client was examined by a 
psychiatrist on behalf of the carrier. His report, in pertinent part, was as 
follows: 


‘Diagnosis: conversion reaction, chronic, moderate hysteria. This woman who 
apparently had a rather minor trauma to both knees has by suggestion come to the 
conclusion that she is suffering from serious disorder. A physician who saw her and 
told her there was nothing wrong with her did not help the matter. I believe that 
this woman can benefit by psychotherapy and following this her case should be closed 
as soon as possible. As it is, she has had so many examinations and tests that her 
attention is now fixed on this part of her anatomy.’ 


A letter then was dispatched to the insurance carrier : 


‘I believe that you wish to follow the advice of your psychiatrist and settle the 
case. I believe that a proper sum in this case is $3500.00.’ 


On December 5, the following letter was received : 


“The problem in this case has been resolved and we inform you that the matter 
is settled for the sum of $3500.00. Enclosed please find redemption agreements.’ 


Volume 6: No. 2: April-June 1959 


| 
‘ 
nsur- | 
dance 
rself. 
the 
| 


78 Isidore Halpern 
Proof of a Neurosis 


Often the question is asked as to how one proves a neurosis. It is, of course, 
simple enough with some medical research to establish an organic brain 
condition. It is not a difficult task to demonstrate where the plaintiff has 
worked steadily for years and after the accident absents himself from his 
employment for a lengthy period of time. The members of the bar are 
troubled and encounter great difficulty in establishing this condition when 
no such data is available. There are many cases of neuroses and personality 
changes where there are no objective symptoms. As a matter of fact, there 
are many people in mental institutions who suffer from severe emotional 
disturbance and have no abnormal neurological signs. How, then, can the 
lawyer establish an honest condition in the case of a housewife? The answer 
is not a medical one but a practical one. The lawyer makes small headway 
with his injury when his physician states that his patient has a neurosis but 
all signs are negative. This practical illustration may be of aid. Lay testi- 
mony is sometimes more available in these cases than that of a physician. 
Thus, the testimony of a neighbor that prior to the accident the plaintiff 
was always neat in appearance, scrupulously clean with every hair on her 
head in place, that following the accident the neighbor has observed that the 
plaintiff is dowdy, unkempt and has remnants of food on her clothing. The 
testimony of the mail carrier who has served the plaintiff for many years 
and has always been met with a cheerful greeting. His description of the 
plaintiff's tears for no apparent reason when he delivers the mail. The 
testimony of a reputable lady who played bridge regularly with the plaintiff 
over many years and her statement as to the objective behavior patterns 
that she has noticed following the accident often go a long way to establish 
this type of injury. 


ISIDORE HALPERN, Medico-Legal Problems, 17 U. Pity. L. Rev. 57, 72 
(1955). 
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The Psychodynamics of Criminal Behaviour 


Edward Podolsky, M.D. 
New York 


The human mind is a most complex and baffling phenomenon, and crime is 
one of its many possible expressions. Crime, in its essentials, is dynamic. 
Since the criminal act involves human tendencies and inclinations which 
are also dynamic, the psychic constitution of the individual is the source 
for the motivation of his behavior. Crime, like mental disease, is the 
result of a failure to adjust to life or to compromise with it. Criminal 
behavior is the result of a failure to adjust to an accepted pattern of living. 
The essence of every criminal act is to relieve anxiety. It is criminal 
because it is culturally deviant or anti-social. 

The criminal is akin to the neurotic, but is infinitely more dangerous. 
He acts out his unconscious impulses, while neurotics do not. The 
neurotic lives in a world of primitive fantasies. He murders, robs or 
steals symbolically, and he expiates his sins in conversion hysteria and 
other psychoneurotic manifestations. The criminal kills, steals, violates in 
fact, and suffers and expiates his crimes in social disgrace, incarceration or 
in being executed. The criminal possesses an exaggerated narcissism and 
a stunted super-ego which prevents adjustment to reality and permits the 
execution of id or instinctual tendencies. 

The etiological factors behind criminal behavior have their sources in the 
emotional life of the individual. Of particular significance are attempts 
to re-enact fantasies; privations that are not adequately compensated; 
anguished feelings of emotional insecurity; feelings of hostility not sufh- 
ciently neutralized by such positive and generous emotions as love, affection 
and tenderness; hostility as an attempt to control the environment, leading 
in some cases to obvious struggle for power. 

The completely integrated individual who is adequately adjusted to 
environmental stresses seldom yields to asocial or criminal actions. It is 
quite axiomatic that criminality is only one of many symptoms of a 
generally poorly integrated personality. 

The determining factors in the personality formation of criminals in all 
individuals, are early acquired reactive tendencies, family influences, social 
environment in the broadest spectrum, and general ideological trends in a 
given culture, all of which exert undeniable influences on the inborn 
constitutional factors. As an example, the intellectual capacity, which may 
be accepted as a fairly fixed constitutional factor, might readily be a decisive 
element in the development of criminal tendencies. 
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It is quite reasonable that an individual of inadequate intelligence is 
less capable of appreciating the significance of various asocial and anti- 
social acts than is a normal person. Yet, on the other hand, it is well 
known that the great majority of defective individuals do not become in- 
volved in criminal acts. In such cases when one does become involved 
in a criminal act, we can assume that this was brought about by 
certain environmental stresses and tensions reacting upon a congenitally 
weak equipment. In quite a few instances one is justified in assuming that 
such persons, with their limited intellectual capacities, are fertile soil for the 
reception of and influences by future determinants. 

Aggression is undoubtedly one of the most important factors in the 
structure of the criminal personality. The far greater incidence of crimi- 
nality in the male sex has been explained, in part, on the biologically 
determined difference in the degree of aggression in the two sexes. Simi- 
larly, the striking appearance of criminality during adolescence and _ its 
relative subsidence in later life may be “associated with corresponding fluc- 
tuations in aggressive tendencies. 

Another significant factor which contributes markedly to emotional dis- 
organization and to a disordered sense of security is excessive suppression 
of aggressive tendencies. In quite a few instances one finds an abusive 
domineering father whose unreasonably stern attitude permits the youth 
no satisfactory outlet for his aggressions in the home environment. In time 
the young individual must seek elsewhere for expression of his aggressive 
tendencies, possibly manifesting it at first by relatively minor socially un- 
acceptable acts. Then, again, he may turn at once to aggressive outbursts 
against the law, and its implication of a counterblow against the father- 
figure may offer more immediate satisfaction to his ego. 

During the early developmental period of the personality structure of 
some criminals there may be clumsy attempts on the part of the youth to 
attain some degree of acceptance. Particularly in those who have been un- 
reasonably repressed during boyhood, vague feelings of inferiority and in- 
adequacy often arise which can be solved only by attempts at some positive 
achievements. The simplest way for an individual with a poorly integrated 
personality to reach this accomplishment is by means of various antisocial 
or criminal acts. In this respect it is quite significant that these acts are 
often performed in the company of other youths. Solitary activity, at least 
in that period of life, would be less successful in fulfilling the individual’s 
subconscious purpose. For the most part these criminal actions are per- 
formed in response to an inner need to bolster the ego. 

Another important developmental factor in the formation of the criminai 
personality is the role that the excessively indulgent and over-protective 
mother plays. A significant number of criminals exhibit in childhood an 
over-dependence on the mother, a characteristic nurtured by conditions such 
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as the absence of the father from the home or maternal overprotectiveness. 
From such foundations the typical psychopath emerges. He is exemplified 
by the chronic alcoholic (whose infractions of the law may be minor) or by 
the check forger or swindler. Often such an individual may get along fairly 
well, at least on a superficial basis, until his overprotective mother dies. 
Then his inadequate emotional and personality structure collapses. He 
finds himself unable to assume the stresses and tensions of competitive 
existence from which he has been protected. He often launches upon a 
criminal career. 

It is thus seen that some aspects of criminality may be regarded as a 
symptom of a disorganized personality structure which is derived from the 
conflicts, insecurity and maladjustments of the early years. The latter in 
turn stems, in great measure, from the various psychological and situational 
determinants by which the youth may be moulded, such as a disrupted home; 
a cruel, domineering father; an overprotective mother or unsuccessful com- 
petition with siblings or friends. It is entirely possible that preponderant 
emphasis of one or another of these factors in early life may in general 
predetermine the type or direction of antisocial behavior exhibited in later 
years. 

Aggression is one of the most important factors in the structure of crimi- 
nality. Aggression is an integral part of instinctual life. The development 
of aggression is one of man’s normal reactions to the disappointments and 
the opposition he encounters in the course of his life. If, for some reason, 
he cannot develop this aggression, anxiety sets in. Exaggerated aggression 
may have many causes, such as some insurmountable disappointment, an 
inability to defend oneself tied up with unconscious anxiety. 

The suppression of aggression often leads to hysterical outbursts of 
aggression on some negligible occasion when the pent-up emotions can no 
longer be restrained. Then a vicious circle ensues, since such outbursts 
automatically lead to further feelings of guilt and consequently to a re- 
newed decision to repress the aggression. 

The gratification of adequately justified aggression is essential for mental 
health. The gratification of abnormally generated aggression leads to 
criminal action. Abnormal aggression has generally been regarded as a 
destructive force which must be suppressed. Freud regards aggression as 
harmful whether directed against the self or the outside world. 

In juvenile crime, aggression leading to criminal activity has generally 
resulted from: 

1. Feeling keenly either rejected, deprived, insecure, not understood in 
affectional relationships, unloved or from love that has been withdrawn. 

2. Deep feelings of being thwarted other than affectionately, either : 

(a) In normal impulses or desires for self-expression or other self-satis- 
faction; 
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(b) In unusual desires because of being thwarted; or 

(c) In adolescent urges and desires even when desire for emancipation 
has been blocked only by the individual’s counteractive pleasure in remain- 
ing childishly attached. 

3. Feeling strongly either real or fancied inadequacies or inferiorities in 
home life, in school or in relationship to companionship or in sports. 

4. Intense feelings of discomfort about family disharmonies, parental 
misconduct, the conditions of family life or parental errors in the manage- 
ment of discipline. 

5. Bitter feelings of jealousy toward one or more siblings, or feelings of 
being markedly discriminated against because another in the family circle 
is more favored. ‘ 

6. Feelings of confused unhappiness due to some deep-seated, often re- 
pressed, internal mental conflict expressed in various kinds of delinquent 
acts which often are seemingly unreasonable. 

The aggressive drive, which is certainly one of the main forces in human 
behavior, may produce either an acute criminal or a chrosiic criminai. The 
acute offenders are not in the real sense criminal. A criminal is one who 
has shown a repeatedly antisocial attitude. 

Aggression is but one of the factors in the psychodynamics of criminal 
behavior. Some criminal acts are performed because of a sense of guilt 
and a need for punishment. Apparently the unconscious wish for punish- 
ment arises on the basis of unresolved, strong, unconscious feelings of guilt 
and these wishes for punishment are expressed in all the faulty acts which 
the culprit performs after his actual crime. This wish is one of the reasons 
why the criminal seeks to revisit the scene of the crime; seemingly a sub- 
conscious need for detection is present. 

This unconscious need to be punished, the need to suffer, is quite preva- 
lent. In certain cases this need appears to take place on a conscious level, 
as in chronic offenses of certain types. 

The intentional leaving of clues to the crime is part of the desire to be 
punished for the crime. The unconscious wish for punishment is gene- 
rated by uncontrollably strong, unconscious feelings of guilt which result 
in anxiety. The commission of the crime, the detection of it and the punish- 
ment meted out help to resolve an intolerable anxiety. 

Intolerable tensions may mount in certain instances to such an intensity 
as to result in impulsive actions, many of them criminal. Morbid impulses 
and actions are characterized by an irresistible and impelling quality in a 
setting of extreme tension. Frequently this results in an explosive and 
violent action. Impulses may be sudden or transitory, or the associated 
tension may rise to a crescendo leading to asocial or criminal activity. 

The most disastrous manifestation of the impulse disorder is that of the 
catathymic crisis, as postulated by Frederic Wertham. The picture is one 
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of an isolated, non-repetitive act of violence, which, though occurring 
suddenly is usually as a developmental background of intolerable tension, 
unconscious or conscious. Criminal activity may run the gamut of murder, 
suicide, pyromania, etc. 

The chronic offender is the true criminal. He commits a crime a second, 
a third, even a fourth time, because of certain motivations, largely abnor- 
mally generated aggressive drives. He is an individual who has experienced 
frustration, inner intolerable conflicts and disappointments, with hostility 
and resentment causing anxieties and guilt feelings. These latter are among 
the inner forces which may call forth an abnormal reaction or attitude or 
elicit an abnormal drive resulting in the person being directed into anti- 
social or criminal activities. 

Psychosomatic disorders are recognized as a turning in of aggression and 
repressed anger resulting in physical symptoms. It would seem that in the 
chronic criminal there is the utmost in basic unhappiness, a basic conflict 
that more often than not entirely escaped the offender. When he seems to 
act out his aggressions and thereby rid himself of them, he does so only for 
the moment, a release that the neurotic and psychotic does not have, be- 
cause they are too inhibited. 

With each new crime the offender commits he builds up a stouter barrier 
betwen himself and Society, making it more difficult to get along in Society, 
and this generates still further aggressions, which call for new criminal 
activity. In addition he also has going on within him those temptations 
and desires to which he does not and cannot give expression. Therefore 
he has the fantasies that he acts out, the punishment received therefor and 
still other fantasies tormenting him. This is the basis of chronicity in 
aggression resulting in criminal activity. 
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The Pattern of Crime 


It is with such figures in mind, and not in contemplation of any 
local calendar of crime, that the statistician must regard such pronounce- 
ments as that made recently by the Chairman of Middlesex Sessions. ‘ At 
these Sessions during the last few months’, he said, ‘a vast proportion of the 
calendar is made up of young offenders” Surely it must always have been 
so? I studied the Old Bailey Sessions Calendars for about 20 years, and 
found always that the under-thirties (I was specially concerned with those 
not eligible for ‘ preventive detention’) accounted for about 80° of the 
prisoners for trial. What is always so difficult to understand—and even to 
believe about these and all other crime figures is their constancy throughout 
the years. It is this, rather than any fluctuation, that should call forth the 
astonishment and despair of the pundits. It shows itself again in the murder 
rate for 1957, which is roughly the same as for any of the past 50 years 
despite the new factors introduced by the Homicide Act of 1957. This 
figure is nearly always 140 to 150. In 1956, without the Homicide Act, it 
was 145. In 1957, the new Act in force from 21 March onwards and the 
death penalty abolished for most kinds of murder, it was 142. 


From the New Statesman, 18 October 1958, p. 515. 


Blackwell Scientific Publications Ltd. of 24-25 Broad Street, Oxford, 
England, have issued their 1959 catalogue of medical and scientific books. 
This includes their own publications and those of Charles C. Thomas of 
the U.S.A. 

This consolidated catalogue contains nearly 1,000 titles and is one of 
most comprehensive lists available of medical textbooks and monographs 
in the English language. 

Copies of the catalogue may be obtained direct from the publishers. 
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THE MURDER OF THE WIGWAM GIRL 


Trial of August Sangret. Notable 
British Trials Series Volume 83. Ed. 
by MacDonald Critchley, M.D. 
1959. (Pp. 233. Illustrated. 18s.). 
London: William Hodge & Com- 
pany Limited. 


This recent addition to the Notable 
British Trials Series contains much of in- 
terest to the medico-legal pathologist, 
quite apart from the inherent interest 
which the story holds for the ordinary 
reader. 

Sangret was executed on 29 April 
1943 for the wartime murder of Joan 
Pearl Wolfe, who had not yet turned 20 
at the time of her death. 

The deceased was a reasonably literate 
person who sought various attachments 
with different Canadian soldiers from a 
military camp. Her last attachment was 
to August Sangret, a Canadian of mixed 
French-Indian — descent. She became 
known as the wigwam girl because San- 
gret built a shelter for her near his 
military camp. 

Joan Pearl Wolfe was last seen alive 
on 13 September 1942. Her dead body, 
under a slight covering of earth, was 
found on 7 October, i.e. 24 days later. 

The expert evidence on the develop- 
ment of adipocere makes an important 
contribution to our knowledge. It will 
surprise may medico-legal practitioners to 
find that there were deposits of adipocere 
in the breasts of the deceased in so short 
an interval after her death. 

In his Introduction Dr. MacDonald 
Critchley states that, in England, the for- 
mation of adipocere usually indicates that 
at least 5 or 6 weeks have elapsed since 
death. The facts in this case are a per- 
tinent reminder to the expert to refrain 
from dogmatism in these highly uncer- 
tain matters. 

Adipocere is only of assistance in a 
general way in estimating the  post- 
mortem interval. It is of interest that 
Dr. Keith Simpson (p. 118) and the late 
Dr. Eric Gardner, were both originally 
of the opinion that the post-mortem in- 
terval was a matter of 5 to 6 weeks. 
Both these experts reduced their estimates 
to a period of about 1 month, and Dr. 
Keith Simpson makes the important 
point: ‘To give an exact date is quite 
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impossible after such a period of time’. 

his is a much sounder standpoint to 
adopt than that assumed by Dr. Gardner 
who, when asked to give a maximum 
and a minimum period, replied: ‘A 
maximum of 6 weeks and a minimum 
of 4 weeks from death’ (p. 137). This 
is a completely untenable position. 


It is surprising to find that the late Dr. 
Roche Lynch relied upon the benzidene 
test for blood. This is quite valueless 
even as a presumptive test, and there is 
much to commend the South African 
saga which deals with this problem 

y examining suspected blood for haemo- 
globin or its derivatives. With the aid 
of a microspectroscope, minute portions 
of a stain can be examined. 


The distinction between wounds in- 
flicted before and after death was also a 
matter of importance in this trial. Dr. 
Gardner's view, however, that blood 
“may undoubtedly remain liquid after 
death’ should not be interpreted to mean 
that this is exceptional. Indeed it is rather 
the rule. Nor can Dr. Gardner’s evi- 
dence be supported that ‘ arteries contract 
up on death and retain their blood’ or 
that ‘a warm day will delay the clotting 
of blood in the cadaver’ (p. 133). 

From the photographs it appears that 
the extensively fractured skull was put 
together (by Dr. Gardner) by drilling 
holes through the bone in order to wire 
the pieces together. This is a_ fairly 
primitive method of dealing with the 
matter and is especially objectionable as 
it means that new injuries are being 
made to an exhibit. There is no diffi- 
culty about assembling fractured portions 
of the skull by gluing them together. 
Had this technique been followed, Dr. 
Gardner may not have been left with the 
gap at the back of the skull. His wiring 
technique could not cope with the assem- 
bly of the small portions of bone in- 
volved. 

Medico-legal pathologists will be 
deeply interested in the evidence led 
concerning the injuries to the skull, and 
the characteristic features observed in 
them by the medical experts. This was 
particularly important in the present case 
where the inferences became crucial to 
establishing, through circumstantial evi- 
dence, that Sangret murdered the de- 
ceased. 
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The present volume is a worthy ad- 
dition to the Notable British Trials 
Series. It merits the close attention of 
medical readers. Although there are no 
special points of law involved, legal 
practitioners will be instructed as well as 
entertained by the cross-examination of 
the witnesses, especially the medical ex- 
perts. Dr. MacDonald Critchley’s Intro- 
duction also contains an interesting essay 
on graffiti (wall-writings). 


WIENER ON BLOOD GROUPS 


Heredity of the Blood Groups. By 
Alexander S. Wiener, A.B., M.D., 
F.A.C.P., F.C.A.P. and Irving B. 
Wexler, A.B., M.D., F.A.C.P. 1958. 


(Pp. 146 + Index. Illustrated. 
$6.00). New York: Grune & 
Stratton. 


The study of the blood groups in Man 
has provided much of the proof of the 
operation of Mendelian genetic mechan- 
isms in biology generally. The appear- 
ance of a manual on the heredity of the 
blood groups by two such eminent 
authors as A. S. Wiener and I. B. Wex- 
ler is therefore bound to command at- 
tention in a wide field of workers, for 
the subject is important not only to 
practitioners of clinical and _ forensic 
medicine but also veterinarians, 
anthropologists and others. 

The authors present serological and 
statistical proofs that the general pattern 
of inheritance of all the known blood 
group systems is by multiple alleles at 
single loci on the chromosomes. ‘They 
emphasize the essential distinction which 
needs to be drawn ‘between the aggluti- 
nogens and their attributes the blood 
factors and they apply this concept to 
explain the serology, genetics and nomen- 
clature of the various blood group sys- 
tems. Wiener’s hypothesis denies the 
existence of a 1:1 correspondence be- 
tween antigen and antibody which 
Fisher and Race have postulated in re- 
spect of the Rh system and which is the 
basis of the C-D-E notations. They show 
also that the same considerations which 
led to the universal acceptance of Bern- 
stein’s theory of 3 alleles to explain the 
inheritance of the ABO groups and to 
the abandonment of Von Dungern and 
Hirzfeld’s theory of 2 independent genes 
and of Furahata’s theory of 3 completely 
linked genes, apply equally to their 
criticisms of the Fisher-Race theory of 
linked genes for the Rh, MNS and other 
blood group systems. In the absence 
of demonstrable crossing-over or other 
evidence supporting gene fractionation, 
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the protagonists of the linkage theory 
have becn compelled to postulate that the 
linkage between the related genes is so 
close as to be virtually complete. As 
the authors of the book pertinently re- 
mark, the difference in theory then be- 
comes largely a matter of semantics. 
They might with justification also have 
pointed the moral of William of Occam's 
dictum : 

‘Entia non multiplicanda sunt praeter 
necessitatem.’ 

This concise and erudite manual 
demonstrates that Wiener's notations for 
the blood factors, agglutinogens, pheno- 
types and genotypes are easy to use and 
to understand; that they correctly reflect 
the known serological facts and are suf- 
ficiently flexible to accommodate new 
facts as they are discovered. So much of 
the world’s literature on the subject of 
the blood groups has already been written 
in terms of Wiener’s nomenclature that 
a complete understanding of it is in any 
event inescapable, least of all for the 
expert in the blood grouping field. In 
addition to its important educative value, 
this book should do much to hasten the 
universal adoption of Wiener’s notations 
for the phenotypes just as his genetic 
notations (or thinly disguised modifica- 
tions thereof) are already universally 
employed for designating the genotypes. 


KERR’S FORENSIC MEDICINE 


Forensic Medicine. A  Text-Book 
for Students and a Guide for the 
Practitioner. By Douglas J. A. Kerr, 

.D., -P.H., F.R.C.P. (Edin.), 
F.R.S. (Edin.). (1957. Pp. 352 + 
Index. With 4 colour plates, 59 
photographs and 30 Figs. 30s.). 
6th ed. London: Adam & Charles 
Black. 


The sixth edition of this essentially prac- 
tical manual has been published by Pro- 
fessor Kerr from the University of 
Edinburgh, where he holds the Regius 
Chair of Forensic Medicine. There has 
been a ‘general revision of the text. 
Most of the alterations are of a minor 
nature emphasizing some practical point 
or mentioning some new legal enact- 
ment.’ 

On p. 65a the author mentions some 
of the recent methods for estimating the 
early post-mortem interval. He favours, 
with good reason, the method based on 
the Percentage Cooling Rate worked out 
by Fiddes and published in this Journal 
in 1958, Vol. 5, at p. 2. 

Shapiro (this Journal, Vol. 1, 1954, 
p. 144) has drawn attention to the im- 
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portance of appreciating that if tempera- 
ture measuremnts are made in or beneath 
the liver, in the first few hours after 
death there is a plateau (which may last 
for 2-4 hours) during which the tempe- 
rature of the dead body does not fall. 
Fiddes’ percentage cooling rate method 
may circumvent this difficulty and em- 
phasizes the need to discard rules of 
thumb such as that mentioned on p. 57: 
‘For the first few hours the loss of heat 
is about 2 degrees Fahrenheit per hour, 
after which the rate usually falls to a- 
bout 14 degrees.’ Fiddes’ method claims 
the further advantage that variations de- 
pendent on the weight, nutrition and 
clothing of the body are to a considerable 
extent eliminated. 

Professor Kerr has retained in sum- 
mary form the original memorandum of 
the British Medical Association on alco- 
holic intoxication in relation to motor 
car drivers ‘as being less diffuse and 
better for teaching.” This may lead to 
an oversimplification of a very vexed 
problem, particularly as the 1958 memo- 
randum on the Recognition of Intoxica- 
tion differs from the 1954 version, e.g. 
in its statement on the significance of 
nystagmus, a phenomenon not dealt with 
by Professor Kerr. For some reason best 
understood by the Committee which pre- 
pared the memorandum on the Recogni- 
tion of Intoxication in 1954, they stated 
(on p. 15 of the memorandum): ‘ The 
doctor should examine for fine lateral 
nystagmus. . The presence of fine 
lateral nystagmus may be regarded as 
strongly indicative of alcoholic intoxica- 
tion. . . .’. This quite untenable state- 
ment was modified in the 1958 memo- 
randum by the omission of ‘fine,’ leav- 
ing the observation as confined to the 
examination for lateral nystagmus. 

The whole subject of nystagmus ob- 
servable clinically needs critical review in 
relation to the diagnosis of alcoholic in- 
toxication, since it is increasingly being 
relied upon as a confirmatory sign des- 
pite the fact that its presence is by no 
means related quantitatively to the a- 
mount of alcohol consumed. 

Holbourn’s important theory of the 
mechanism of head injuries receives ade- 
quate mention (p. 118). This is an 
attractive hypothesis, which should sim- 
plify very appreciably our understanding 
of the production of cerebral damage and 
intracranial haemorrhage, especially in 
closed head injuries. 
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Professor Kerr is inclined to attach 
greater validity to the results of the 
hydrostatic test for evidence of respira- 
tion than many forensic practitioners 
would agree to. He does, however, very 
fully consider the considerable objections 
which have been raised against this list. 

The book is very attractively printed 
and fully illustrated. It should prove a 
valuable guide, especially to the under- 
graduate student. It certainly has the 
great merit and advantage of clarity of 
exposition, forceful and pertinent illustra- 
tion as well as a limited objective—three 
sound reasons for recommending the 
volume to the non-specialist in this field. 


KEITH SIMPSON'S FORENSIC MEDICINE 


Forensic Medicine. By Keith Simp- 
son, M.D. (Lond.). (1958. Pp. 340 
+ Index. With Figs. 30s.). 3rd 
ed. London: Edward Arnold (Pub- 
lishers) Ltd. 


This concise handbook was . recently 
awarded the Swiney prize by the Royal 
Society of Arts, jointly with the Royal 
College of Physicians, for the best pub- 
lished work on jurisprudence, exactly 100 
years after the Swiney award came to 
Guy’s Hospital for Taylor’s Medical 
Jurisprudence, a standard work which 
has now achieved international recogni- 
tion and authority, and of which Dr. 
Keith Simpson is also a co-author. 

Dr. Simpson’s own manual has been 
considerably revised in this third edition 
to keep pace with current developments 
associated with the nationalization of 
medical services in the United Kingdom 
and the increasing knowledge every 
doctor must be expected to have of such 
matters as traumatic pathology, alcoholic 
intoxication, etc. 

The author modestly claims his work 
as no more than an aide memoire for the 
medical practitioner who feeds guidance 
in the litigious maze in which he is 
likely to find himself. More specifically, 
the volume also suits the circumscribed 
syllabus of instruction for undergraduate 
medical and law students. 

The statutory information is, of course, 
only of interest to students and _practi- 
tioners in the United Kingdom. How- 
ever, as a text in forensic pathology it 
will have a very considerable appeal be- 
yond the limits of the British Isles. 
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CORRESPONDENCE 


Assessment of Age by the Haversian Canal Technique 


To the Editor: Prof. G. Canuto, Director of the Medico-Legal Institute of 
Turin, whom we wish to thank for the information, has brought to our 
attention the fact that he, in collaboration with Dr. L. Bader, had pub- 
lished, as long ago as 1930, an extensive study entitled I canali di Havers 
in rapporto all’eta (Bader, L. e Canuto, G., Istit. di M. Leg., Univ., Torino), 
in Arch. di Antrop. Crimin., 50, 232-241, 1930, as a control of the value 
of the method proposed by Balthazard and Lebrun (Les canaux de Havers 
de l’os humain aux différents ages, Annales d’ Hyg. Publ. et Med. Lég., 15, 
144-152, 1911). 

In contrast with the results of the French authors, they found no correla- 
tion between either the number or diameter of the canals on the one hand 
and the age of the subjects on the other. They concluded at that time 
that the application of this method was not valid in medico-legal practice. 


F. Thomas 


Professor and Director 
Laboratory of Legal Medicine, 
University of Ghent, Belgium. 
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